Grief is an emotion experienced by many nurses upon the death of a patient, and, far too often, the nurse may not know how to deal effectively with his or her grief. This article describes the development of a grief team within a hospital setting to assist nurses in coping with grief.
CLINICAL SCENARIO
A new intensive care unit (ICU) nurse, Samantha, is working the evening shift. One of the patients in her care is Mr Middleton, who had an acute inferior wall myocardial infarction 2 days ago. Throughout Samantha's shift, she learns about Mr Middleton's love for his family, his wife, and the game of golf. Later that evening, as Samantha begins to prepare for change-of-shift report, she hears Mr Middleton's monitor alarm. She quickly enters his room to find him unconscious and in ventricular fibrillation. A code is initiated, and attempts at resuscitation continue over the next 30 minutes but to no avail. Mr Middleton dies and so does part of Samantha.
The senior nurses who assist Samantha during the code treat the death of Mr Middleton as part of their job. There is no time to cry or to begin the grief process. The nursing supervisor needs to be notified, the funeral home needs to be contacted, the paperwork needs to be done, and most importantly, Samantha needs to remain calm and composed so she can comfort the family. Samantha was trained to care for others after the death of a patient, but no one is there to care for Samantha.
DISENFRANCHISED GRIEF
Mourning over the death of a patient is not part of the culture of the ICU and is somewhat taboo. Nurses, therefore, seldom talk about their grief and often do not feel they have a socially recognized right, role, or the capacity to grieve over their patients. Doka 
refers to this
There is no time to cry or to begin the grief process. The nursing supervisor needs to be notified, the funeral home needs to be contacted, and the paperwork needs to be done.
as Bdisenfranchised grief.^7 (p3) Attempting to suppress the feelings associated with the death of a patient can take a heavy toll on the caregiver and can lead to compassion fatigue, 2,3 moral distress, 1 and the stress cascade. 4 This can negatively affect efficiency of care, customer service, turnover, cost to the hospital, nursing morale, and nursing retention. In addition, long-term physical health of the nurse can also be compromised. 8 
COMPASSION FATIGUE
Worley defines compassion fatigue as a physical, emotional, and spiritual exhaustion that can effect the ability to feel and care for others. 9 People who experience compassion fatigue may try to keep giving of themselves to the point where they feel they have failed. 3 In the video BEthical and Legal View of the Changing Healthcare System^(Laureate Education, Inc, 2005), Dr Cynda Rushton stated that compassion fatigue has been linked to moral distress and, if not addressed, can lead to the loss of the best and the brightest nurses. 10 
MORAL DISTRESS
Moral distress is the stress, anxiety, apathy, and burnout that can often occur from repeated loss and when personal values conflict with the environment. 1 Nurses can develop moral distress when they feel constrained from advocating for patients' interests due to situational or bureaucratic pressures. 11 When there is a greater emphasis on the technical aspects of nursing care, this leads to less of an emphasis on the Bethic of care.^1 2, 13 Elpern et al, 6 however, identified that the greatest source of moral distress was related to the ethical issues surrounding death, dying, and the aggressive delivery of care to patients who would not benefit from treatment. Dr Rushton states that moral distress will become more intense as technology expands and that ignoring this problem can effect the quality of patient care. 10 
DEVELOPMENT OF A GRIEF TEAM
Establishing a grief team within a healthcare system is essential for the health and well-being of the nurse, the staff, and the hospital because it can minimize the effects of compassion fatigue, moral distress, and the stress cascade. When resources are properly utilized and healthcare providers feel that it is acceptable and appropriate to grieve, they will be able to grieve in their own manner and at their own time, knowing that they are cared for and supported by the healthcare system (see Figure 2) .
Although this article is addressing a grief team to care for the nurse, the team could be used to assist other healthcare professionals such as physicians, respiratory therapists, nursing assistants, secretaries, and others. 
TIPS FOR ESTABLISHING A GRIEF TEAM WITHIN A HEALTHCARE SYSTEM

Conduct an Informal Needs Assessment
Determine through informal discussions with the staff whether a grief team would be useful. The persons designated to collect the data should feel comfortable talking about death and dying, should have good communication skills, and should be trusted and respected by the nursing staff. The qualitative data can be presented and discussed at a meeting with the nursing manager, nursing director, chaplain staff, employee assist staff, and other interested nurses. The meeting will assist in determining if this initiative is important to the staff while providing a forum to discuss the mission, goals, and benefits of the program.
Propose the Idea and Obtain Approval From Administration
After it is determined that a grief team would be useful, the next step is to identify the committees within the institution that monitor clinical practice, write the standards of care, and approve new programs. At Samantha's institution, the idea is presented to the Clinical Practice Council, the Critical Care Advisory team, and the Advanced Practice Council before it proceeds to the administrative level. A packet is prepared that includes the purpose, mission, goals, and benefits of the program and is presented to each committee member and administrator. Additional information in the packet includes how the grief team meets the needs of a particular unit or floor, how the grief team meets the expectations and the vision of the housewide nursing strategic plan, and how the grief team exemplifies the components of Magnet accreditation.
In addition, the use of a theoretical framework or model, such as Watson's Theory of Human Caring, 14 the American Association of Critical Care Nurse's 4 A's model, 5 and the MORAL model developed by Thiroux and refined by Halloran, 15 can be presented as possible guides in formulating ideas and in developing the program (see Figures 3Y5) .
Determine the Purpose, Mission, Goals, and Benefits of the Program Samantha's Hospital Purpose: The grief team is essential for the health and well-being of the nurse, the staff, and the hospital because it can minimize the effects of compassion fatigue, moral distress, and the stress cascade.
Mission: To establish a caring environment for professional nursing practice. Figure 3) . The caritas processes 19 identify caring as one of the most valuable attributes of nursing and as central to nursing practice and nursing education. Watson identifies the connection between the body, mind, and soul by incorporating a spiritual, philosophical, ethical, and empirical blueprint as a basis of her theory. The theory promotes the relationship of love and caring for self, others, nature, and the universe and combines the science of caring with the science of curing, thus enhancing the desire of nurses to learn, grow, and serve the profession.
Goals
14,20
Establish a Grief Team Committee
The next step, once approval has been given, is to establish an official grief team committee composed of nurses, chaplains, and employee-assist staff. Representation from the risk management department can be useful in ensuring that the committee is effectively combining the ethic of justice with the ethic of care. 21 In addition, informational services can be included to assist with the development of a database for the program. It is important that all members who participate in the process have the emotional intelligence and selfawareness to be an active listener and to be empathetic to the needs, values, and beliefs of the nurse. 22 
Carry Out the Plan
Practice Guidelines: The program is initially piloted before it is implemented throughout the facility. The practice guidelines for the grief team are to support, acknowledge, and provide comfort 13 to the nurse after the death of a patient. An important clarification in the guidelines is that grief team members are not counselors but trained representatives available to provide a caring environment for the nursing staff. Watson's Theory of Human Caring (see Figure 3) guides the grief team member in this process and provides a theoretical framework to assist in creating this caring environment.
Staffing and Service Availability: The grief team should be available 24 hours a day, 7 days a week, and should be contacted after every death. Although the grief team committee will develop, organize, and oversee the program, the actual implementation of caring is carried out primarily by trained nursing personnel who have been Bin the trenches^and understand the inner dynamics of the healthcare system, the patient population, and the nurse's needs.
Ideally, a program coordinator will be available from 8 AM to 3 PM, Monday through Friday, to respond to calls, to educate the staff, to provide information, and to assist with appropriate referrals if needed. Calls after hours will be placed on an answering machine and retrieved the next morning unless it is determined by the charge nurse, staff member, or the nurse that there is a need for immediate attention. If immediate attention is needed, the on-call member of the grief team will be paged to the hospital.
When an individual contacts the grief team, the following information is conveyed: the name of the deceased, the date and time of death, the nurse caring for the patient, and the next time the nurse will be working. A nurse, however, may request a grief team visit at any time. Samantha's hospital utilizes the existing staff of the Employee Assist Program to answer calls, retrieve messages, and coordinate the program. After the 6-month evaluation, an assessment will be made to determine if a program coordinator is needed at that time.
Training: Training of the grief team is provided through local crisis management teams, bereavement counselors, and individuals with a certification in crisis and stress management. The International Critical Incident Stress Foundation, Inc, is another resource that provides a wealth of education and training for healthcare systems. 23 An employee from the Assist Program at Samantha's hospital attends a conference given by this foundation and gathers information to identify if it meets the needs of the grief team and the healthcare system.
Marketing: The team is responsible for marketing the program and for educating the staff through the use of flyers, a mandatory computer-based in-service, media coverage, and a hospital-wide celebration. The effects of compassion fatigue, moral distress, and the stress cascade are presented along with the mission, purpose, and contact information. The staff members are informed that they are entitled to access care from the grief team; however, it is not imposed on them. 24 Database: A database is developed by the information technology department within the facility. The database provides a confidential means of documenting each service rendered by the grief team. Documentation includes the name of the initial caller, the name of the nurse utilizing the services of the grief team, why the services were utilize, when and where the services were rendered, a brief description of what transpired, recommendations, and the follow-up date, since each nurse will be telephoned or seen 1 month after the initial contact. The database also includes a journaling section to allow the nurse to record his or her feelings and thoughts and, if he or she so chooses, to share her experience with fellow employees throughout the healthcare system. The database can also be used to Watson uses 10 clinical caritas processes to provide the framework for her theory.
evaluate the utilization of services. For example, if no one is using the service at nighttime, it may be more cost effective to reduce coverage to only daytime hours, thus minimizing on-call pay.
Evaluation: A questionnaire, such as the Holistic Caring Inventory 25 distributed to the ICU nursing staff before the implementation of the program, 6 months into the program, and 1 year after initiation, can assist in identifying if the grief team has provided a caring environment that attended to the nurse's hopes and emotional needs. Associate opinion surveys, impact statements, self-reports, as well as a review of the grief team documentation can also assist in evaluating the program. 
The Grief Team in Action
Samantha determined that she did not need immediate intervention that evening, so a message is left for the grief team by the charge nurse stating: BMr. Middleton expired at 2330 on July 6, 2006. Samantha was his nurse and is scheduled to work the evening shift on July 7, 2006.^The message is retrieved by the coordinator the following morning, and plans were made to meet with Samantha that evening.
On July 7, a member of the grief team is present when Samantha arrives for work. After Samantha receives report on her patients, she is given the option to meet with the grief team member. Samantha, aware of the effect disenfranchised grief, compassion fatigue, and moral distress can have on a nurse, chooses to meet with the grief team member. The charge nurse assumes care of Samantha's patients during the meeting.
The grief team member, guided by Watson's 10 clinical caritas processes (Figure 3) , is sensitive to Samantha's personal beliefs and individual needs. The team member begins the meeting with a presentation of a card that reads, BDear Samantha, Thank you for caring for Mr. Middleton and his family,^and allows Samantha to use this time as she chooses, that is, praying, talking, crying, or just sitting quietly. After Samantha reads the card, she feels as if she is going to cry but holds back because it is not part of the culture in the ICU. Although she read about the effects of compassion fatigue and moral distress in the hospital flyers and in-service programs, she feels as if crying would make her appear weak and may convey that she is not able to work in the ICU.
The grief team member assesses the situation and creates a helping-trusting relationship that makes Samantha feel accepted and protected. This is accomplished through the use of verbal and nonverbal communication, permissive listening, 24 and therapeutic touch. [26] [27] [28] These actions reassure Samantha and enable her to talk about the positive and negative feelings associated with the death of Mr Middleton, the emotions of the family, and the numb response of the senior nurses.
After 30 minutes, Samantha states, BIt is such a relief just to talk about this.^She also states that she does not want any additional resources or informational material at this time. The grief team member informs her that she will follow up in about a month to check on Samantha. Samantha returns to the unit feeling supported, acknowledged, and more prepared to work with patients and fellow nurses experiencing grief.
The grief team member documents in the database: On July 6, 2006, Susie, charge nurse in the ICU, left a message regarding the death of Mr Middleton at 2330. She indicated that Samantha was his nurse and I visited Samantha in the ICU on July 7, 2006 , from 1500 to 1530. When Samantha read the thank you card, she began to share her feelings about Mr Middleton, his family, and his death. After she was finished, she stated, BIt is such a relief just to be able to talk about this.Ŝ amantha did not want any additional resources or informational material at this time. Follow-up is scheduled for August 7, 2006 .
The grief team contacted Samantha August 7, 2006, via telephone. Samantha stated that she is doing fine and really appreciates the support. She also states that the support empowered her to feel comfortable and confident in talking about her experience with other nurses.
CONCLUSION
The collective efforts of the healthcare system to develop, design, and implement a grief team can assist
The database includes a journaling section to allow the nurse to record her feelings and thoughts.
in transforming relationships and in reaffirming the spirit and the work of the nurses and the staff. Guzzett makes an analogy between transformation of the body, mind, and soul and tapestry. 29 She states that master weavers never work in isolation when they are designing and developing a tapestry. The weavers share ideas and inspire one another to transform their tapestries into beautiful pieces of work. The grief team will guide and inspire nurses to transform, grow, and blossom in body, mind, and spirit while beautifying the work environment.
